Army. Colonel J. C. Kennedy: The discussion which I have the honour to open to-day was suggested by the observation that the incidence of hysteria in the Army has been increasing during the last few years, and after consultation with our colleagues of the sister Services, it was decided that a discussion centred round this observation would be of benefit to all three Services.
Proceedings of the Royal Society of Medicine 26 You will note that the incidence of nervous diseases rose in 1921, and although it showed a tendency to fall in the subsequent years, in common with most other forms of disease, it still remains at a level considerably higher than that before the Great War. This is accounted for, mainly, by the incidence of hysteria and neurasthenia, the two large groups of the functional nervous disorders.
For purposes of comparison I have included the figures for mental disease and disordered action of the heart, the latter a disability that is largely functional and allied to the disabilities now under consideration. The steady improvement in the incidence of disordered action of the heart I attribute very largely to the special attention that has been given to this disability from the recruiting and clinical aspects during the last few years.
Perhaps my point may be made clearer by a graph, which shows the percentage increase in hysteria and neurasthenia as compared with the five years before the Great War.
(2) Some idea of the clinical types and of the setiological factors of hysteria during peace time conditions has been obtained by an analysis of 177 cases occurring during the eighteen months following January 1, 1927.
A study of the clinical records showed that in a few cases the diagnosis was uncertain or open to criticism for the following reasons:-(a) Lacking in clinical detail and therefore excluded. (b) Under suspicion of malingering. (c) Suspicion of organic nervous disease, viz., early disseminated sclerosis and encephalitis lethargica. (d) Association with some organic disability, viz., high blood-pressure, duodenal ulcer, appendicitis, cervical rib and gun-shot wound.
It is a point to be emphasized that a case should not be diagnosed as one of hysteria if the hysterical symptoms are associated with something organic, and we must have a clear conception as to the meaning of a reflex nervous disorder and its differentiation from a purely hysterical condition. In the same category may be included those with a toxic or infective origin, as, for example, one that was diagnosed in the first place as a case of narcolepsy and was cured after the removal of adenoids.
After eliminating the above cases there were 164 in which the diagnosis of hysteria seemed justified; among these there is a small group of ten cases to which I shall refer later, but I now proceed to consider the details of the main group of 154.
These 154 cases may be conveniently grouped according to the predominance of certain clinical symptoms. This, it will be realized, is not a hard-and-fast classification, as many of the cases presented symptoms of two or more of the groups.
(A) Fits or convulsions the predominant symptom, 82. (B) Tremors or spasms predominant, 10. (C) Cases presenting paralyses, disturbances of sensation and aphonia, 19. (D) Mental symptoms, including amnesia, predominating, 43. Group A. Fits or Convulsions (82).-Those in which fits or convulsive attacks were the prominent feature form 53 per cent. of the total. The great majority of the patients were admitted to hospital for observation as to nature of a " fit." Such "fit" may be simply an attack of vertigo, a fainting attack, a definite convulsive seizure suspected to be epilepsy, or, if it has been observed by a medical officer, may from the first be recognized as hysterical in character.
Diagnosis in many cases is a real difficulty, but if the case is hysterical some positive evidence is usually forthcoming after admission to hospital. In the case of epilepsy, however, prolonged observation in hospital frequently fails to supply confirmatory evidence.
Analysis of this group supplies evidence of a relationship between incidence and length of service but none in relation to age. Of the eighty-two cases, thirty-two (40 per cent.) had less than one, and fifty-two (63 per cent.) less than two years' service.
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War Section 1183 Apart from the frequency with which the clinical reports reiterate a history of nervous disability or of actual fits before enlistment, this high incidence in the first two years of service sufficiently indicates that there has been some inherent defect in the individual. The inability or the unwillingness of the individual to adapt and adjust himself to a disciplined life must be taken as evidence of an inherent irritability of the nervous system. Many of these patients give a history of stammering or of being irritable, highly excitable, or uncontrollable as children or youths. The degree of susceptibility or impressionability of some of these individuals is exemplified by the man who had a hysterical seizure after witnessing a person in an epileptic fit.
If we examine the cases occurring at a later period of service, again we find evidence of constitutional defect. The majority of the patients broke down on service abroad and there are recorded in the clinical notes such significant items as " hatred of the country," "distaste for a certain duty," and "over-indulgence."
The nostalgic complex is much in evidence and is no doubt fostered by trying conditions of climate and by ill-health.
In this group are a number of patients invalided from abroad as epileptics. These patients are a constant source of worry. A large proportion of them, on arrival in this country, are in good health and, though kept under observation for a considerable time, may never have another fit, and many are highly emotional. In such cases it is only natural that the accuracy of the diagnosis should be doubted.
It must be remembered, however, that during their first experience of a hot climate, if subjected to physical or mental stress and especially in association with over-indulgence in alcohol, young adults may exhibit fits of an epileptiform character (indistinguishable from true epilepsy) which never recur on return to this country. The disposal of such cases, in which the diagnosis of epilepsy is open to doubt, is a matter requiring much consideration, and, for the reasons I have stated, the diagnosis may be changed to hysteria and the man retained in the service. Group B. Tremor and Spasm (10).-In these cases, tremor or spasm was the prominent feature. A history of nervous disability in youth or before enlistment is again pronounced and seven of the ten had less than three years' service.
As an example there may be mentioned the case of a recruit, 19 years of age, with only three weeks' service, who, having been pushed off the 10-ft. board in the gymnasium, developed a marked tremor of the legs. He had always been nervous of heights and had noticed some trembling of the legs before. Group C. Paralyses, Disturbances of Sensation and Aphonia (19).-Sixty-three per cent. in this group had had less than two years' service. Two examples may be given.
A gunner, aged 20, with five months' service, was badly frightened when carrying out gun practice-though there does not appear to have been any real reason-and became aphonic. His power of speech returned suddenly as the result of a slight shock or fright when, as a patient in hospital, he accidentally slipped and uttered an exclamation. I may say in passing, and as an example of the power of suggestion in these cases, that I have seen several cases of aphonia occur in series.
The second case, that of a recruit, aged 19, with six weeks' service, is of interest from the fact that the patient was admitted direct to a civil isolation hospital and treated as a case of acute poliomyelitis involving the whole of the left upper limb. After six weeks he was transferred to a military hospital, where the condition was recognized to be hysterical, and he was discharged cured about seven weeks later. Two months later he was again admitted to hospital with a recurrence of the symptoms but was discharged cured in six days. The determining factor in the case appears to have been an injury to the left shoulder, sustained about a week before the first onset of the hysterical symptoms. Group D. Mental Symptoms and Amnesia (43).-This group constitutes a considerable proportion-nearly a third-of the total number.
In the clinical records of these cases there are to be found illustrations of many of the various mental symptoms of hysteria, in fact the following list of symptoms noted is almost a text-book one: Extreme irritability and loss of self-control; episodic attacks of delirium or frenzy-sometimes almost maniacal-exaltation or depression; twilight state, somnambulism, hallucinations; amnesia and double personality; craving for sympathy, self-mutilation, and threatening or attempting suicide.
It is only natural that many of these patients were under suspicion of being insane and were, for a time, under observation in D block, Netley, or in mental wards of other hospitals.
As in the other groups, the majority of the cases occurred in the first two or three years of service, e.g., 40 per cent. under one, 58 per cent. under two and 70 per cent. under three years.
A previous history of uncontrollable temper and of somnambulism Nvas not uncommon; in one or two cases there was a history of chorea, and in about six there was a history of head injury, recent or remote. In several cases an emotional shock was the determining factor. I will now refer briefly to the ten cases which have not been included in the main series. These occurred in Aden, in association with some cases of neuritis which were at first thought to be beri-beri. Aden is a station in which beri-beri is liable to occur and it has been for some time the practice to take every possible precautionary and preventive measure, including the supplementing of a possibly deficient ration by an issue of marmite.
It can well be imagined, therefore, that the occurrence of one or two suspicious oases caused consternation amongst the medical authorities and was the signal for an intensive campaign of medical inspection and supervision. This created an atmosphere of suggestion, which reacted on men who had served abroad for some years and were " fed up " with the limitations of the station, and resulted in these cases of hysteria. These cases were of the motor and sensory type, with extensive anesthesia and paraplegia. The analysis of these cases, therefore, supports the generally accepted view that the basic factor in the aetiology of hysteria is a constitutional or inherent instability of the nervous system.
The evidence is clear that the majority of the subjects with this constitutional tendency or predisposition break down soon after enlistment and that another proportion fail to maintain their stability under conditions of foreign service. In this latter group physical weakness under trying climatic conditions or as the result of ill-health must be an important determining factor. This is not the time to discuss the various theories on the wtiology of hysteria, but the histories of many of these cases bring out clearly the influence of suggestion, including medical suggestion. Babinsky's contention that hysteria is the outcome of suggestion and can be cured by counter-suggestion or persuasion-hence his term " pithiatism "-is amply illustrated, and this principle should govern our handling of these cases in the Service. From the Service point of view I think that the definition of hysteria given by Osler and McCrae is very apt: "For practical purposes, the physician may think of hysteria as an unconscious mechanism, utilized to protect or remove the individual from a disagreeable, undesirable, or threatening life situation."
The manner in which these cases were disposed of is recorded in 151; 113 men were returned co duty and 38 were found unfit for military service. That is to say, 25 per cent. were invalided. A large proportion of the invalids had mental symptoms. 90 per cent, (eighteen cases) of group "D " (mental) were invalided as compared with 17 per cent. (twelve cases) of group "A " (fits) ; none of these latter had more than two years' service and seven had less than one year.
(3) Discussion.-The first point to which I would direct attention is the diagnosis. To differentiate hysteria from malingering or organic nervous disease-such as early disseminated sclerosis or encephalitis-may be no easy matter, but it may be still more difficult to decide whether one is dealing with a reflex nervous disorder such as may be associated with a wound. An hysterical condition may be superimposed upon an organic lesion, a wound, or a toxic condition, and I would emphasize that hysteria should not be officially diagnosed if associated with any organic disorder. Quite apart from any injustice to the patient, an official diagnosis of hysteria may create a great deal of trouble in the final disposal of the case, as, for instance, in considering the question of attributability.
I should like to see the diagnosis of hysteria strictly limited to cases of a pithiatic nature, conforming to the modern conception of hysteria, but it is difficult to do this until more latitude is given by our nomenclature. In the Army we strictly adhere to the Nomenclature of Diseases of the Royal College of Physicians (last edition, 1918) . In this classification there is nothing intermediate between hysteria and psychasthenia, so that it is difficult to place the psychoneuroses-such as anxiety neurosis, compulsion neurosis and the obsessional neuroses. Hence some of the cases diagnosed " hysteria" and included in my group " D " (mental) would be more accurately described as anxiety neuroses.
The three Services differ somewhat in their use or interpretation of the nomenclature, and a comparison of their views on this subject should be of interest, but, in any case, it will be agreed that our official nomenclature should be revised to meet modern requirements.
The second point to which I would refer is the disposal of cases of hysteria.
In my opinion the decision as to whether an hysterical patient should be retained in the Service or not, depends on a collective consideration of the length of service, the evidence of previous history and the effect of treatment. When hysterical symptoms develop within a short period after enlistment and there is a definite previous history, of nervous disability, it is clear that such a man can be of little use in the Service.
With survival in the Service for longer periods, greater care must be taken in making a decision, which will largely depend on the answer to the following questions :-(1) What is the precipitating factor ? (2) What is the effect of treatment ?
Treatment.-Apart from general considerations of health and the application of electrotherapy, this takes the form of counter-suggestion or persuasion. A patient not easily amenable to persuasion may require a prolonged course of treatment, and, in view of the liability to recurrence, ceases to be an economical proposition for the Army under peace-time conditions, especially in these days when economy in the Army vote is so strictly adhered to. At the same time, the principle that no man should be discharged from the Service for a curable disability until he is cured, even though it is realized that he will never make an efficient soldier, is one that we should like to see carried out, and, as a matter of fact, the question of specialist psychotherapeutic treatment has been receiving attention.
In time of war, when the whole resources of the country are devoted to the maintenance of man-power, the situation is different. Special treatment centres must be organized and no man should be allowed to escape military service on account of pure hysteria.
The last point I would raise is the question of recruiting. Can anything be done to eliminate the unstable individuals who break down within a few months after enlistment? This is a point on which I hope that we shall get some very useful information from our colleagues in the Royal Air Force, in which the tests for nervous stability have been brought to a high state of perfection, and which must, of necessity eliminate the unstable individual.
I can foresee, however, that the adoption of stringent tests might entail a raising of the standard which would increase the difficulty, already experienced under present regulations, of obtaining the necessary number of recruits.
There is no doubt that the problem is largely one of eugenics and upbringing, and, as is the case in most of the problems concerned with man power, we are forced to contemplate the defects in our national physique. Navy. Surgeon Rear-Admiral E. T. Meagher.-A knowledge of nervous mental disorders is of value to the medical officer in the maintenance of morale in fighting forces.
Before discussing the psycho-neuroses, let us consider the genesis of mental abnormality. I suggest that hereditv gives us people who fall into three groups:
(1) The normal, (2) the psychopathic, and (3) the neuropathic. It has been held that a germinal defect exists and is the responsible factor in the majority of cases developing mental defect or disorder. Those of neuropathic constitution can be traced to the same cause, or to parental epilepsy, alcoholism, or other toxamia.
The mentally deficient-the aments, whose numbers have been much underestimated at four per thousand-do not concern us here.
With regard to childhood, we may well conceive that psychic shock or terrifying experience in early years may make an indelible impression on the developing mind. It is held that particularly painful episodes are liable to be lost to memory, and it is to some mental wound of childhood that the " phobias " which arise later in life are attributed, except perhaps by those who find a sex complex as the basis of all mental disorders. Unless, however, the individual is of neuropathic or psychopathic predisposition, it is improbable-according to my conception of mental disorders-that he will develop a psychoneurosis.
Adolescence is the time when nervous or mental disorders are liable to manifest themselves in their commonest forms-hysteria and dementia praecox.
With this brief review how are we to determine which candidates to accept or reject at a medical examination? I know of no means by which the inherent weakness to which I have alluded can be determined.
In the Navy the educational test which should assist in detecting mental deficiency is not part of the doctor's duty and, seeing that cases certified as mentally deficient have occasionally been recruited, we cannot place much reliance on it. The procedure which recommends itself to me is that the medical officer should devote a few minutes' consideration to the mentality of the candidate and record his assessment at the time the physical examination is made. For the first twelve months of his service the recruit should be under observation in order to ascertain whether he displays any of those behaviour characteristics which indicate nervous instability.
Apart from hereditary predisposition, it is generally agreed that in exceptional circumstances the normally constituted may break down on the nervous side. Gaupp, a German authority, recorded that he had noted over one thousand cases of functional nervous disorders in the German army before the war.
Lst us consider the psycho-neuroses as hysteria, neurasthenia and compulsion neuroses.
Charcot, in describing hysteria as "La Grande Simulatrice," indicates its most evident feature-simulation; Janet explains it as a lowered mental state with dissociation of consciousness, in which the underworld of mind assumes control. Babinski and his school emphasize the essential part suggestion plays. Head expresses the opinion that drill-made soldiers act automatically, and therefore tend to the development of hysteria. As regards the Navy and a sea-faring life in general, I think the influences are in an opposite direction and distinctly tend to raise resistance to hysteria.
Hysterical manifestations can frequently be clearly traced to psychic shock. A marine detected in falsehood at a court-martial was sentenced to ninety days' confinement. He came under my care in hospital with continuous vomiting and excessive flatulence. Treatment in a general ward was ineffective and he was isolated. After some days of intensive persuasion he recovered, but relapsed immediately on a return to a general ward. He again recovered and returned to his ship.
The psychic disturbance is sometimes attributed to a painful buried memory of childhood, or to some recent cause for fear. There seems to me to be in most of these cases an element of desire also. The cause of anxiety is manifested as a paralysis or other symptom. It is "converted" and we get a "conversion hysteria."
The symptom may often be related to the cause, e.g., paralysis of the legs, which would prevent the individual from advancing into danger, or which would necessitate his removal from a place he wished to leave. Many cases arise from unconscious simulation, coupled with suggestion. I saw a woman who, when thirty-four years of age, was supposed to be attacked by spinal paralysis-the condition had been suggested to her by seeing a genuine sufferer. She had remained in bed for nineteen years with continuous nursing and medical attention. As I could find no evidence of organic nervous disease I suggested that she would get up the next day and told those in charge to see that she did so. She has been walking about quite naturally since then. Mott and others record similar cases of soldiers supposed to be suffering from incurable spinal paralysis, who were retained in military hospitals for two years or longer before the true nature of their condition was discovered.
Perhaps the commonest form of hysteria in the Navy is aphonia, and years ago I saw several cases at the same time in thie wards at Haslar. The hysterical fit is perhaps equally common and many may occur without figuring in the official returns.
In most instances there is no occasion to treat the case on the sick list. A word or two of advice and immediate discharge to duty is the best course to adopt.
Proceedings of the Royal Society of Medicine
The fit in " essential epilepsy" is of very different significance. The trouble is that the fit may not be seen by a medical officer and the diagnosis may remain doubtful. A convulsive seizure which is neither hysterical nor epileptic may be mistaken for one or other and the probability is that cases are occasionally wrongly invalided as epilepsy, the convulsion being due to alcohol, syphilis, or other toxa3mic condition.
Hysteria is more frequently exhibited by the less educated class and I can recollect no case of pure hysteria in an officer.
Neurasthenia in its simplest form I conceive to be a state of nervous exhaustion incapacitating the sufferer equally from duty and from pleasure. Many causes often act together in producing it, e.g., climate, physical disorders, and depressing influences. In a person of neuropathic constitution, neurastbenia may be easily provoked and an emotional experience or cause for anxiety which in a normal person would be negotiated without much difficulty, may be the occasion. When the emotional disturbance is in the nature of fear, an anxiety neurosis, as it is now called, arises. Restlessness, sleeplessness, tremors, sweating, tachycardia, and total inability to do anything, are signs that accompany the condition.
Phobias of one sort or another may be present with anxiety neurosis or with other nervous states sometimes described as psychasthenia, sometimes as obsessional neurosis, and perhaps most commonly, at the present day, as compulsion neuroses. As the intensity of the obsession and the accompanying behaviour of the sufferer may vary greatly, certification may in some cases be necessarv, though the majority of patients may superficially show little abnormality beyond the particular "phobia" which they display. These " phobias " arebeld by some to be of atavistic origin; agoraphobia, for instance, is traced to the anthropoid ape in the forest who avoided open spaces as being insecure; claustrophobia to the cave dweller who had many exits to his dwelling.
In the Navy all the forms mentioned are met with. Service troubles, domestic anxiety and debility induced by climate or illness may account for many, and there is little doubt that the returns under the diagnosis of neurasthenia include cases which might appropriately be described as " Service misfits " and whose invaliding is dictated by this consideration.
Diagnosis.-As regards hysteria, the chief point is to make sure that organic disease does not co-exist. Hysteria may accompany definitely psychotic conditions and Kraepelin noted its presence in many cases of manic-depressive insanity.
In neurasthenia the same discretion must be used. The need to consider general paralysis of the insane before diagnosing neurasthenia is worth mentioning, as I found the latter diagnosis had been made in25 per cent. of 100 cases I examined.
The point I emphasize in the diagnosis of either hysteria or neurasthenia is to ascertain that they are not merely additional or subsidiary conditions. In traumatic hysteria or neurasthenia the presence of a masked organic lesion has to be most carefully considered. For the past ten or twelve years even experienced neurologists have approached the diagnosis with more diffidence than formerly.
Treatment.-As hysterical states may be readily induced in some, the medical officer should adopt measures calculated to check loss of emotional control, either by his advice or by isolating the patient for a day or two. Galvanism will certainly cure hysterical aphonia and the hysterical fit may be cut short by physical measures.
In any case, the hysterical manifestation should be removed as soon as possible, and every effort made to prevent it becoming established. If an injury has caused the development of an hysterical paralysis there is danger of it becoming permanent unless removed at an early stage. The psychoneuroses are now treated on psychotherapeutic lines. In order to apply treatment, a knowledge of the nature of the disorders is necessary, and also of the special treatment needed. In brief, it includes explanation, suggestion and persuasion. Analysisnot necessarily psycho-analysis-may be necessary. Hypnosis or semi-anwsthesia may be employed. 1188 32
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In Germany, during the Great War, Kauffman claimed to have removed all hysterical signs such as palsies, tremblings, etc., by his method, which consisted of several days' preparation, curt military commands and electrical stimulation of the severest sort. His method was condemned as unnecessarily brutal and his cures were questioned.
The doctor must gain some domination over the patient, and personality counts for much. Transference-the dependence-of the patient on the doctor, should be kept within limits.
The question of invaliding can only be determined in each case according to length of service, constitution of the individual and the occasion and circumstances g¢iving rise to the condition. If the cases which arise in the early days of service are eliminated by discharge I think there would be but few cases necessitating invaliding later on.
Colonel Kennedy has clearly drawn attention to two points; the first is the -increased incidence of functional nervous disorders in our present Army as compared with our pre-war Army. Apart from statistics, we have the observations of experienced neurologists, who found that the " Old Contemptibles" were not liable to display functional nervous disorders in undue proportion; Gordon Holmes and others gave evidence to this effect before the Shell Shock Committee. Surgeon Commander Priston kindly obtained for me the statistics for functional nervous disorders in the Navy, and from them and from my own experience I deduce that there is little, if any, difference between their incidence in the pre-war and their incidence in the present Navy.
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The second point is the progressive irnerease incidence of hysteria in the Army of recent years. For the purposes of comparison I give the cases of hysteria from the naval figures already quoted.
HYSTERIA.
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As regards the Navy, though the total number of cases of functional nervous disorder remains fairly uniform, hysteria appears more frequently and neurasthenia proportionately less frequently. The Army figures for neurasthenia and hysteria for the last five years show very similar results, also the ratio per 1,000 for the two conditions combined are 2 as compared with the Navy 2-5. In the Navy, neurasthenia accounts for a number of " service misfits," and I imagine that in the Army the vague diagnosis "ID.A.H." is employed. Unless I am mistaken we make little use of D.A.H. in the Navy, and Iknow of no reason why we should. I suggest that a number of cases diagnosed as D.A.H. in the Army Returns would be shown as functional nervous disorder-neurasthenia-in the Navy, and that this more than accounts for the 0 5 per 1,000 difference. Why should there be an increase in nervous disorders in the present-day Army? Because of the War, the lack of education and proper home training and discipline which affected those who are now of military age.
Why should hysteria be diagnosed more frequently? May not this be because the medical officer has more knowledge of its existence, a knowledge which the War did much to broadcast? Or is it because of an increased emotional tendency in the present generation? I am entirely in agreement with Colonel Kennedy's statement that " the basic factor in the aetiology of hysteria is a constitutional or inherent instability of the nervous system." I would add, however, that the same remark applies to practically all nervous or mental disorders. In other words, mental disorder depends upon .33 1189 1190 Proceedings of the Royal Society of Medicine 34 heredity and the form it takes depends upon the individuality of the subject. The larger aspect of the question is one of eugenics, and when we remember that about 400,000 persons in this country are mentally unsound, the seriousness of the situation needs no elaboration. Terminology is a constant source of trouble in classifying nervous functional disorders. The nomenclature of the Royal College of Physicians does not assist us very much as it contains a diversity of terms and no definitions. I would like to see the three fighting forces using the same terminology and I have no doubt this could be easily arranged.
Air Force. Squadron Leader H. L. Burton: The problems of psychoneuroses in the Royal Air Force differ in certain aspects from those in the Army and Navy. The essential difference lies in the fact that in peace time the flying branch of the Air Force is subjected to stresses in excess of those normally occurring in the other Services.
It is generally accepted that some latent instability of nervous control is one factor in the production of the psychoneuroses. This defect may be regarded as only relative to the degree of stress imposed. That is to say, even the more stable types may eventually break down under stress of sufficient duration and intensity. Consequently in the Air Force, in which the stresses of those employed on flying duties are above the average, the question of stable and flexible nervous control becomes of paramount inmportance.
These remarks, therefore, will refer more particularly to: (1) The methods of selection employed to minimize the incidence of functional nervous disease in the flying branch of our personnel; (2) the figures showing the incidence of psychoneuroses, and other functional nervous diseases in the Service; (3) the nomenclature and classification in use in the Royal Air Force; (4) a working theory of causation, upon which the prognosis and treatment are based. 4-0 0.9 3.6 0.9 Other diseases specified 2-8 1.3 1.9 1.6 2.4 1.2 2.2 0.9 1.3 0-8 1.1 0.6 0,9 0.5 above All above diseases 7-4 2.2 7-7 3.4 7.9 2.8 6.1 2-2 4-6 2.1 5.1 1-5 4-5 1.4
Invalids for above diseases -24% -23% -24% -25% -25% -23% -240/ as percentage of total invalids for diseases The instructive figure here is the incidence per 1,000 of cases of psychoneurosis among all ranks. This shows a decrease from 1924 to 1927, the highest figures occurring in 1922 and 1923, 5 8, 5 5, respectivelv.
The incidence figure for the epilepsy, observation epilepsy, and psychosis group also shows a decrease since 1923. The figures for invalids for all these diseases, shown as a percentage of the total invalids for disease, remain fairly constant for the period 1921 to 1927 at 23%-25%.
The figures do not show the incidence of diseases under the headings of the nomenclature now in use, since this W&8 adopted during the period under review. It has not been possible, for certain reasons, to arrive at an incidence of these diseases among officers employed on full flying duties, contrasted with that among officers who are not called upon for full flying duties. It may be stated, however, that for the past three years a very much higher percentage of cases occurred among those who have not been employed upon full flying duties for various reasons.
The incidence per 1,000 of cases of psychoneurosis among officers is considerably higher than that among airmen. The figures, however, show a decrease from 19 2 in 1921, with a peak of 19 9 in 1922, to 6 6 in 1927. This decrease may be partly explained by the fact that certain cases, which formerly were included under the heading " psychoneurosis," are now returned under the diagnosis " effects of concussion."
The figures for the other nervous diseases are of little importance, but also show a decrease. The figure for invalids from these diseases, shown as a percentage of the total invalids from dissases, is high, accounting for 48% of total invalids from 1921-1923, and 46% from 1924-1927. These figures are considerably higher than those of the Airman group. Invalids for above diseases -23% -20% -22% -23% -23% -20% -22% as percentage of total invalids (airmen) for diseases Here the incidence rate per 1,000 for the psychoneuroses does not show great variation for the years 1921-1927, but there is a decrease since 1923. In this table, as would be expected, the figure for the group epilepsy and observation epilepsy and psychosis, shows a higher incidence among airmen than among officers. It shows a decrease from 2 9 in 1921 to 0 9 in 1927. The figure for invalids for these diseases, shown as a percentage of the total invalids for diseases, remains fairly constant, varying from 20% to 23%.
The following observations on these figures are advanced (1) The figures show no tendency to increase of incidence of the psychoneuroses amongst the personnel of the Royal Air Force, but the contrary.
(2) A higher incidence of psychoneurosis among officers than among airmen. This may be explained largely by the more severe stresses to which officers are exposed, both on flying and on administrative duties. Airmen in peace time are exposed to no unusual stresses, except such as arise out of service in tropical climates.
(3) A higher incidence occurs among officers who are not called upon to fly. This may appear surprising, but several factors have to be considered in this connexion: (a) Many of the officers, not now on full flying duties, have previously flown, some on active service. They are often older men with heavy responsibilities in the Service, who work long hours at sedentary work, without sufficient exercise, and who are more liable to domestic or private anxieties than the young flying officer. Some of them developed a psychoneurosis while on flying duties, and have subsequently relapsed while on non-flying duties. Some are undoubtedly relapses from nervous troubles, which originally developed during the war. (b) Some cases occur in officers employed only on ground duties, such as stores officers. Their preliminary medical examination is far less searching than that of candidates for the flying branch, for which they might not have been accepted. (c) The average flying officer is younger, leads a healthier existence, and is normally free from the anxieties to which the older man is liable. Moreover, the period of service of many of these officers under the short service scheme is limited, rendering the incidence of nervous illness less likely in any given individual.
(4) Another fact of importance is that functional nervous diseases account for a high percentage of cases invalided among officers.
This may be explained partly on the ground that such a disability is likely to render an officer unfit for further flying duties. In these circumstances many cannot be usefully employed further in the Service, though they may be fit for the ordinary ground occupations of civil life.
Nomenclature.-An amplified nomenclature and classification, arranged on a symptomatic basis, has been adopted in the Royal Air Force to ensure uniformity in diagnosis. It is realized that it is unscientific, but it has been arranged for clinical purposes only.
Two main groups are differentiated: (1) Psychoneuroses.
(2) Psychoses. The general term psychoneurosis is used to denote collectively disorders of function which are psychic in origin. It is subdivided into five clinical entities:
(a) Hysteria.-This term is used in a somewhat broader sense than pithiatism, as defined by Babinski. Certain psychic manifestations are included, which are not readily amenable to treatment by pure suggestion. The term pithiatism appears to concern itself mainly with the gross physical disturbances of function. The old terms ' conversion hysteria " and ' suggestion neurosis " are now included under this heading.
Clinical manifestations may be psychic, physical, or a combination of both. On the physical side are included gross disturbances of the sensory-motor system, exemplified on the sensory side by anaesthesias of the special senses or common sensation, such as functional blindness and deafness, and the " stocking " or "glove" types of anaesthesia, and on the motor side by pareses, paralyses, and contractures, including mutism, aphasia and astasia abasia.
These symptoms constitute the popular conception of hysteria. On the psychic side a striking feature is often a clear-cut amnesia for definite events and experiences. Somnambulisms, automatisms, fugues, and seizures or "fits" are given as examples of this gross dissociation of consciousness. The "fits" are of importance on account of their occasional close resemblance to epileptic attacks.
Emotional outbursts may occur.
Reflex paralyses are not included under hysteria. They appear to fall between the organic and functional. Though not common, their recognition is important. Being complicated by trauma, the real nature of the disability may be overlooked, the period of treatment is prolonged unnecessarily, and the patient may be invalided for a disability which is capable of cure. These disturbances of function suggest an origin in some local trophic disorder, the cause of which is not yet explained.
(b) Neurasthenia.-The predominant symptom is fatigue-mental and physical.
It is frequently accompanied by vague somatic discomforts, pains, headaches, and digestive disturbances, with some general depression, lack of energy and interest.
This entity has to be differentiated from debility, with which it is liable to be confused. This latter term is reserved to designate conditions of actual physical weakness, arising in connexion with some pathological state, often some acute or chronic infection, such as influenza, malaria, or any other exhausting agent. In debility the physical aspect predominates the psychic, both subjectively and objectively. In neurasthenia there is typically an absence of any obvious causative factor.
(c) Anxiety Neurosis.-The symptoms of this entity are mainly psychic. The picture broadly is one of "nervousness." The patient complains of feelings of apprehension and forebodings, which he cannot dispel, although he may realize they are baseless. He loses self-confidence, worries over trifles, is depressed, and suffers from insomnia and often terrifying nightmares. His emotional control is unstableas evidenced by restlessness and irritability. There may be mild intellectual disturbances, such as defects of memory and of concentration. Physical concomitants, such as tachycardia, tremors, and sweating, may be present. (The picture is suggestive of sympathetic system overaction.) ( This classification has worked satisfactorily in practice and might serve as the basis of discussion for a common nomenclature in the Services to ensure uniformity for statistical comparison.
Selection of Candidates for Flying Duties.-The assessment of nervous stability receives special consideration in the selection of candidates for the flying branch of this service. The subject is viewed from the following aspects:-
(1) The past history, with particular reference to the incidence of previous nervous symptoms, e.g., breakdown at school, fits or convulsions, insomnia, nightmares, or sleep-walking. A history of head injury or concussion is carefully investigated.
(2) The family history as to nervous or mental trouble, or shell-shock.
(3) The candidate's mental make-up. An estimation of these characteristics is based upon the demeanour and behaviour under examination, whether determined and composed, nervous, apprehensive, or fidgety. The proficiency and interest in sports, education and occupation, and also the consumption of alcohol and tobacco, are the subjects of inquiry.
(4) The physical examination. Since there are no simple tests by which the stability of control by the highest nervous centres can be demonstrated, reliance is placed on tests for that of the lower centres, since it is held that the one is closely related to the other. Tests for nervous stability and for physical endurance are largely reciprocal.
The behaviour of the respiratory and cardio-vascular centres under stress is examined, by breath-holding and by sustaining a column of mercury at a height of 40 mm. for as long as possible, while the pulse response is recorded in five seconds intervals. The systolic and diastolic pressures are taken, and the pulse-rate, sitting, standing, and after exercise, with the time of its return to the normal standing rate. The nervous system is examined for organic disease, and neuro-muscular control is gauged by the condition of deep reflexes, the presence of any tremor of the fingers and eyelids, and by the subject's ability to stand steadily on one leg for fifteen seconds with the eyes closed, and to raise steadily a metal rod balanced on a wooden board.
Indications of nervous instability are frequently confirmed bv evidence of ocular muscle imbalance.
Psychomotor responses are not usually investigated, but in special cases where further examination for stability seems indicated, the Reid apparatus, for testing coordination and reaction time, is employed. The subject's sensitivity to rotation is also examined, by spinning him in a special chair, and observing the changes in pulse and blood-pressure. In arriving at a conclusion on the subject's stability, it is the picture of the case as a whole, when viewed from the four aspects mentioned upon which the assessment is based. Regarding the efficiency of these tests in determining stability, it is significant that only a very small percentage of officers selected for the flying branch break down, even under conditions of severe stress, while employed on such duties.
Causation.-In dealing with cases of developed psychoneurosis, some concept must be held as to the mechanisms involved in causation, in order that the prognosis and disposal may be determined, and appropriate treatment adopted.
It is generally accepted that a psychoneurosis develops owing to the patient's failure to adapt himself to his environment. In other words, he cannot satisfactorilv solve a conflict between an instinctive tendency and his acquired inhibitions (or a second instinctive tendency in opposition). This view calls for evaluation of the forces in conflict-the instincts in activity, and the subject's powers of control. Breakdown may occur, owing either to an overweighting on the instinctive side-due to increased stimulation, or to lowering of threshold-or to a failure of the higher control, which may be innately weak, or weakened by the effects of a toxic factor or by exhaustion.
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Normally, there is a balance between these conflicting elements, adjusted most advantageously for the individual's welfare in his particular environment. When the balance is disturbed, a conscious conflict develops. This, normally, is solved by some intellectual adjustment on the subject's part; if not, symptoms of a psychoneurosis may appear. The guise in which symptoms manifest themselves depends upon the circumstances precipitating the breakdown, the intensity of any emotional shock, and the patient's intellectual make-up. Amongst officers whose duty leads them into danger, the instinct involved is usually that of self-preservation, with its emotion of fear, and the common form is an anxiety neurosis.
It is convenient here to refer to the development of signs and symptoms of a psychoneurotic type, supervening on the milder forms of head injury. Particular attention has lately been paid to these cases. The injury often appears so slight that the concussion may escape recognition unless the case is closely investigated. Later, the patient complains of headaches, nervousness, defects of memory and concentration, disturbed sleep, and other symptoms resembling those of a psychoneurosis. Where it can be definitely established that concussion was sustained, the case is not now diagnosed as a psychoneurosis, but as " effects of concussion."
The symptoms in many cases are believed to be due to some actual cerebral injury and not to be primarily psychic in origin. The diagnosis has been differentiated, partly owing to the different aspect given to prognosis and treatment, and partly because, under the circumstances, it is considered fairer to the patient to avoid the label of a functional nervous disease.
These cases of commotional origin differ widely in prognosis from those in which the symptoms arise from a purely emotional state due to psychic shock.
Prognosis-Treatment-Disposal.-The aetiology and clinical type of the illness so far as they can be defined, are the main guides in these matters. When the patient's previous history and service record indicate a normal nervous stability, and when the emotional shock was sudden and violent, prognosis is usually favourable. Cases of commotional origin-the effects of concussion-generally do well, provided that they receive appropriate and early treatment. In some cases recovery is slow, but often the patient eventually returns to flying duties. In those cases in which a toxic factor appears to have played a part in the production of functional disease, many respond well to appropriate treatment. But where indications of latent instability are discovered, or where symptoms develop after mild stresses, prognosis is less optimistic. In such cases treatment may relieve symptoms, and apparently restore the individual to normal, but it is unlikely that his mental make-up can be so far influenced that he will satisfactorily stand the strains of furt,her service.
Psychasthenia is not considered suitable for treatment under Service conditions.
Only selected cases of psychoneurosis of emotional origin can be treated with benefit to the Service, owing to the length of time involved, and the uncertainty of result. Those subjects who are going to make complete recovery frequently recover with rest and simple explanation. In other cases "patching up" may be effected, but the period of non-effectiveness is likely to be considerable, and the patients are liable to relapse under strain.
It is found that objective signs of nervous instability are present under examination in the majority of psychoneurotic cases dealt with in the Royal Air Force, and that the improvement in subjective symptoms is accompanied by a corresponding improvement in the stability of the lower centres. This fact is of some help in assessing subjective complaints.
Dr. Aldren Turner.-From the cases which come before the War Office Medical Board it is difficult to obtain a trustworthy idea of the percentage incidence of functional nervous disease, for although the patients examined there are numerous, they are usually of a special character or are brought before the Board for a particular purpose. Hysteria, as illustrated by the usual stigmata of paralysis, fits, and anesthesia, is rare amongst officers. Amnesic phases associated with concussion do not rightly fall into this category, and many conditions upon the borderline of the psychoneuroses may be more correctly placed amongst the minor psychoses and anxiety conditions.
There have been opportunities of seeing in young officers cases of "fits," certified as "epileptic," developing in special circumstances of mental strain or overwork and probably to some extent aggravated by personal habits and climatic conditions, especially in India. Such seizures may cease when the officer is returned to this. country. The question therefore arises whether these cases should be placed in the same category, for purposes of disposal, as the continuing epilepsies, or whetherindeed they do not belong to a special class of epilepsy having a "psychogenic" origin. The existence of such a group of epilepsies cannot be disregarded. In civil practice we now recognize that certain patients may exhibit seizures, clinically indistinguishable from ordinary epilepsy, as reactions to situations of a purely psychical nature. Among such causes may be an inability in some persons to, adjust to special or unusual conditions and to indicate an instability in the nervous or mental "gmake-up."
The outstanding functional nervous disorder observed among officers is neurasthenia, using this term in its widest application; but for purposes of description it has been subdivided into three groups: (1) the more puxely debilitated or nervously exhausted cases; (2) those showing evidence of anxiety, accompanied by characteristic physical signs, and (3) the post-concussional syndrome. It may be argued that there is no definite dividing line between these groups; to some extent this is true, as exhaustion and mental depression may be features of all three groups and anxiety symptoms may add a special colouring to any one of them. If, however, careful inquiry is made into the origin of the nervous breakdown, evidence will probably be forthcoming permitting of some such subdivision as is here indicated, while the physical examination of the cardiovascular and nervous systems will confirm it. The exhaustion group was characterized by symptoms of mental and physical fatigue and mental depression, accompanied by loss of weight and a low blood-pressure, and was largely attributable to infection of a tropical kind, as well as to continued service in the East.
In the group characterized by anxiety, the causes were often psychological, but concussion and other traumata were not without their contributory influence. In addition to the characteristic mental symptoms-anxiety, apprehension, fear, preoccupation, and worry-definite physical signs of tremor in the outstretched hands, face, tongue, and closed eyelids were observed in association with exaggeration of all the deep reflexes, tachyeardia, and rapid pulse. The whole clinical picture gives the impression of increased emotionalism.
In the concussion syndrome, memory was impaired, headache was often severe, tending to come on during the latter part of the day, the mental reaction was slow, and the deep reflexes were frequently reduced or abolished.
Reference has been made to the considerable increase of functional nervous disease, and more particularly of neurasthenia in the Army in the years 1921 and onwards. It is difficult to dissociate this fact from the strain of war service, with the consequent weakening of nervous and mental resistance in those who suffered from shell shock and other war neuroses.
A number of officers have come before the Medical Board. who during the period 1914-1918 suffered from some temporary form of functional nervous breakdown. Our experience at the Board has proved that this lowering of nervous resistance has predisposed to a relapse under any specials train, such as an infection, or a trauma, or even ordinary Service peace time risks.
